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hand OA and Dupuytren’s, hand OA and trigger finger were 2.22
(95% CI = 1.54, 3.18), 0.72 (95% CI = 0.48, 1.09) and 1.48
(95% CI = 0.97, 2.27) respectively. These associations persisted
when age and gender were controlled for (odds ratios from the
logistic model 2.12, 0.78, 1.52 respectively). However adjusting
for chance co-occurrence using the cluster coefficient for the
association between hand OA and CTS reduced the association
to 1.30 (95%CI = 1.06, 1.58).
Conclusions: In a community dwelling population of adults aged
50 years and over with musculoskeletal hand problems, hand OA
was prevalent, with almost one in three classified using the ACR
criteria. CTS was another common condition and co-occurred
in 59% of participants with hand OA. However the likelihood
of having Dupuytren’s contracture and trigger finger was not
increased in participants with hand OA.
Further evaluation of the impact of hand OA and coexisting
musculoskeletal hand conditions in older adults is warranted and
will contribute to a greater understanding of the overlap in clinical
classification criteria and clinical presentation of such conditions.
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IS AWARENESS OF ARTHRITIS DIAGNOSIS
ASSOCIATED WITH QUALITY OF LIFE AND FUNCTIONAL
STATUS IN PATIENTS WITH OSTEOARTHRITIS?
J.A. Singh, K.L. Nichol
Minneapolis VA Medical Center, Minneapolis, MN
Purpose: To study the association of patient awareness of arthri-
tis diagnosis with health-related quality of life (HRQoL) and func-
tional limitation in osteoarthritis.
Methods: We mailed a survey to all veterans receiving health
care at Veterans Affairs (VA) Network with an in- or out-patient
encounter from 10/1/96 to 3/31/98. The survey included Short-
Form 36 for veterans (SF36V, a validated version of SF-36)
and questions related to functional limitation as measured by
limitation of six Activities of Daily Living (ADLs; bathing, dressing,
eating, transfer from chair, walking, and toileting), demographics,
current smoking status, and self-report of physician-diagnosed
arthritis.
Patients with osteoarthritis were identified by the presence of
International Classification of Diseases-9 code for osteoarthritis
diagnosis (715.xx) in VA databases, which also provided data on
demographics and presence of medical comorbidities.
The predictor of interest was patient’s awareness of their os-
teoarthritis diagnosis as indicated by self report (dichotomous).
ADL limitation was categorized as none, moderate (1-2 ADLs)
or severe (≥3 ADLs), as previously described. Unadjusted esti-
mates were obtained using t-test and chi-square tests. Multivari-
able logistic regression analyses were adjusted for demographic,
smoking status and comorbidity variables and examined asso-
ciation of patients’ awareness of arthritis diagnosis with odds
of severe (vs. none) ADL limitation; moderate (vs. none) ADL
limitation; and being in the worst quartile of physical or mental
component summary scores (PCS and MCS, respectively) of
SF-36V (worst quartile vs. others).
Results: The survey response rate was 58% (40,508/70,334).
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ADL Limitation Severity Worst PCS Quartile Worst MCS Quartile
Univariate Analyses None Moderate Severe p-value p-value p-value
Self Awareness
No 41% 36% 23% <0.001 25% <0.001 23% 0.09
Yes 22% 41% 37% 41% 27%
Multivariate Analyses Odds Ratio (95% CI) Odds Ratio (95% CI) p-value Odds Ratio (95% CI) p-value Odds Ratio (95% CI) p-value
Self Awareness Ref. 2.2 (1.8, 2.7) 3.0 (2.3, 3.8) <0.001 2.1 (1.7, 2.6) <0.001 1.3 (1.0, 1.6) 0.048
Category for both comparisons
7,342 (10%) had an ICD-9 code for osteoarthritis. The mean age
(±standard deviation) was 67±13 years, 96% were men, 95%
were Caucasian.
Self awareness of arthritis diagnosis was associated with greater
ADL limitation, poorer PCS scores, but similar MCS scores in
unadjusted analyses (Table 1). Multivariable-adjusted analyses
revealed 2.2-3.0 times higher odds of moderate-severe ADL
limitation, 2.1 times odds of being in the worst PCS quartile and
marginally higher odds of being in worst MCS quartile (p=0.048)
in those aware compared to those not aware of their arthritis
diagnosis.
Conclusions: Awareness of arthritis diagnosis in patients with
osteoarthritis is associated with dramatically poorer physical
HRQoL and functional status. We postulate that the patients
with the most symptomatic/severe form of osteoarthritis are most
likely to seek attention for and be diagnosed with osteoarthritis
by physicians, which may be partially contributing to the trend
observed.
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Purpose: While previous studies have examined the relationship
between patient characteristics and physical health status up to
one year after total knee arthroplasty (TKA), little is known about
the effects of physical activity on long-term physical health. Thus,
the purpose of this retrospective cohort study was to determine
if physical activity after primary TKA for osteoarthritis (OA) was
a predictor of longer-term physical health status.
Methods: Patients, aged 25 years or older, who underwent pri-
mary TKA for OA within the past 2 to 15 years were included in
the study. Data on sociodemographic and clinical characteristics,
physical activity, and physical health status (i.e., pain, physi-
cal function, and role limitations) were assessed by structured
interviews and self-administered questionnaires. Clinical char-
acteristics included body mass index (BMI) and the American
Academy of Orthopaedic Surgeons’ Comorbidity Index (CMI).
Total physical activity (leisure and occupational activity com-
bined) and instrumental activities of daily living (IADLs) were
assessed in metabolic equivalent (MET) hours per week from
one year after TKA until the time of data collection using the
Historical Leisure, Modifiable Activity, and Yale Physical Activ-
ity Questionnaires. Current physical health status was assessed
using the Physical Component Summary score (PCS) of the
Short-Form Health Survey (SF-36 v1). Correlational analyses
were conducted to determine which sociodemographic and clin-
ical characteristics were associated with physical health sta-
tus. Multiple linear regression was performed to determine if
total physical activity or IADLs predicted physical health sta-
tus.
S128 Poster Presentations
Results: The study included 33 males (38.4%) and 53 females
(61.6%) aged 71.6 ± 8.0 years (range 47-85 years). The par-
ticipants were predominately white (94.2%) with a mean BMI
of 31.3 ± 7.3 kg/m2 (19-60 kg/m2) and a CMI of 16.8 ± 8.7
(2.4-40.5). The mean number of years since primary TKA was
7.0 ± 2.9 years (2-15 years). Thirty-seven (43%) participants
had undergone revision TKA an average of 6.7 ± 3.3 years
(2-13 years) after primary TKA. Physical activity was assessed
beginning one year after TKA for an average of 5.6 ± 2.6 years
(1-12 years). Gardening/yardwork and walking were the most fre-
quently reported leisure activities. Few participants engaged in
high intensity or impact leisure activities. Forty-three (50%) were
retired or homemakers. Participants reported a median of 41.6
MET-hours per week of total physical activity (interquartile range
[IQR] 24.9-73.6), and 52.1 MET-hours of IADLs (IQR 28.9-83.6).
The mean PCS score was 36.1 ± 11.3 (range 2.3-55.6). There
were significant correlations (p < 0.05) between PCS scores and
total physical activity (r = 0.23), IADLs (r = 0.31), marital status
(r = -0.12), education (r = 0.14), BMI (r = -0.28), and CMI (r =
-0.32). There were no relationships between PCS scores and
history of revision TKA (r = 0.17) or the number of years since
primary (r = -.06), revision (r = 0.00), or last TKA (r = 0.09).
Total physical activity was a predictor of PCS scores (regression
coefficient [b] = 0.1, p = 0.03) after controlling for education (b
= 1.9, p = 0.01), BMI (b = -0.24, p = 0.13), and CMI (b = -0.4,
p < 0.01) (R2 = 0.25). IADLs did not predict PCS scores after
controlling for the same variables.
Conclusions: Physical activity after primary TKA is generally
of low to moderate intensity. People who report more leisure
and occupational activity after primary TKA are more likely to
report better physical health status up to 13 years after surgery.
Pre- and post-operative patient management should address the
benefits of regular physical activity.
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RADIOGRAPHIC OSTEOARTHRITIS OF THE TIBIO
FEMORAL AND PATELLO FEMORAL JOINT: ARE THE
CLINICAL CHARACTERISTICS THE SAME?
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Hospital, United Kingdom, 2MRC Epidemiology Resource
Centre, University of Southampton, Southampton, United
Kingdom
Purpose: Radiographic knee osteoarthritis (KOA) of the
tibiofemoral (TFJ) and patellofemoral joint (PFJ) is seen com-
monly in the elderly. Risk factors for tibio femoral disease are
well documented but those for patello-femoral disease are less
well known. We investigated the prevalence of radiographic knee
osteoarthritis in men and women at the TFJ and PFJ in the Hert-
fordshire Study Cohort and explored their clinical characteristics
to assess for any differences between gender and between KOA
site.
Methods: We utilised directly recorded information in 459 women
and 489 men aged 61-71 years, born and still resident in
Hertfordshire. We collected demographic details and performed
weight-bearing antero-posterior and lateral semi-flexed radio-
graphs of both knees in these subjects and 400 women and 413
men completed and returned a questionnaire detailing their knee
pain. Radiographs were assessed for OA at the tibiofemoral and
patellofemoral joints for joint space narrowing and osteophytes
using a standards atlas and overall Kellgren and Lawrence score
(K/L) determined; a grade of ≥>2 was defined as definite os-
teoarthritis.
Results: Of those subjects with definite PFJ KOA, all had definite
TFJ disease; of those with definite TFJ KOA, 12.2% had grade
0/1 PFJ KOA. Definite TFJ KOA was seen in 211 (42%) men &
180 (39%) of women. Definite PFJ KOA was seen in 177 (35%)
men and 166 (36%) of women.
Table 1 demonstrates the clinical characteristics for gender and
TFJ KOA and PFJ KOA. No significant differences were found
across groups for TFJ KOA and PFJ KOA. No statistical differ-
ences were found between men and women for clinical charac-
teristics with the exception of never smoking (p<0.05).
Table 1. Clinical characteristics of subjects with radiographic knee osteoarthritis
Characteristic TFJ (K/L grade 2+ PFJ (K/L grade 2+
Men Women Men Women
Age mean (SD), years 65 (2.54) 66.9 (2.45) 65 (2.52) 66.5 (2.49)
BMI mean (SD), kg/m2 27.8 (1.14) 31.02 (1.02) 27.3 (1.34) 28.8 (1.21)
Smoking, n (%)
Never 73 (35) 112 (62.2) 58 (32.8) 101 (60.8)
Ex 113 (53) 50 (27.8) 98 (55.4) 48 (28.9)
Current 25 (12) 18 (10) 21 (11.8) 17 (10.3)
Social class, n (%)
Non-manual 72 (34) 66 (36.7) 65 (35.7) 62 (37.4)
Manual 125 (59) 114 (63.3) 100 (56.5) 104 (62.6)
Diabetes, n (%) 19 (9.6) 16 (9.6) 17 (10.2) 15 (9.8)
Knee pain, n (%)
Right knee 62 (35.2) 68 (43.0) 49 (33.3) 65 (44.8)
Left knee 63 (35.8) 75 (47.5) 51 (34.7) 71 (48.9)
Conclusions: Both tibiofemoral and patellofemoral radiographic
knee osteoarthritis are highly prevalent findings in this cohort,
both in men and women. The clinical characterstics for both
groups are remarkably similar.
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Purpose: Computer models are increasingly applied to project
population disease burden under varying scenarios. We have
developed a novel computer simulation model of osteoarthri-
tis (OA) that takes into account demographic changes in the
population, OA risk factors, and potential preventive and thera-
peutic interventions.The purpose of this study is to describe the
methodology and key components of this model.
Methods: Our conceptual framework includes major risk factors
for OA, OA diagnosis and progression, symptoms, use of health
services, health-related quality of life (HRQL), and costs. To run
Monte-Carlo micro-simulations, we use the Population Health
Model (POHEM) platform developed by Statistics Canada. PO-
HEM has been previously used to model cancer prevention
interventions and recently to project the burden of myocardial in-
farction in Canada. The simulation starts with a joint distribution of
key variables in the Canadian population. These variables were
either captured in a large national survey (Canadian Community
Health Survey) or derived from several cross-sectional datasets.
To simulate OA-related events in the population, a series of hi-
erarchically connected prediction models have been estimated
from cohort studies in the US and Canada. To properly estimate
absolute rates, prediction models have been calibrated using a
